University of Texas at El Paso

ScholarWorks@UTEP
Open Access Theses & Dissertations
2020-01-01

A Mixed Methods Approach to Studying Risk Perceptions Among
Latina Patients in the Emergency Department: Gender Roles and
HIV Risk Behaviors
Juliana Cardoso Smith
University of Texas at El Paso

Follow this and additional works at: https://scholarworks.utep.edu/open_etd
Part of the Psychology Commons

Recommended Citation
Cardoso Smith, Juliana, "A Mixed Methods Approach to Studying Risk Perceptions Among Latina Patients
in the Emergency Department: Gender Roles and HIV Risk Behaviors" (2020). Open Access Theses &
Dissertations. 2942.
https://scholarworks.utep.edu/open_etd/2942

This is brought to you for free and open access by ScholarWorks@UTEP. It has been accepted for inclusion in Open
Access Theses & Dissertations by an authorized administrator of ScholarWorks@UTEP. For more information,
please contact lweber@utep.edu.

A MIXED METHODS APPROACH TO STUDYING RISK PERCEPTIONS AMONG
LATINA PATIENTS IN THE EMERGENCY DEPARTMENT: GENDER ROLES
AND HIV RISK BEHAVIORS

JULIANA DE ALMEIDA CARDOSO SMITH
Doctoral Program in Psychology

APPROVED:

Craig Field, Ph.D., Chair

Lawrence Cohn, Ph.D.

Osvaldo Morera, Ph.D.

Carina Heckert, Ph.D.

Jessica Shenberger-Trujillo, Ph.D.

Stephen L. Crites, Jr., Ph.D.
Dean of the Graduate School

Copyright ©

by
Juliana de Almeida Cardoso Smith
2020

Dedication
I dedicate this dissertation to my mother, Regina Cardoso. Thank you for your unconditional
love, support, and encouragement to pursue my dreams. You inspire me every day to become a
better person. “Te amo mãe”. To my husband, Christopher Smith. Thank you for your support
and encouragement. I am so happy to have share this journey with you and look forward to more
future journeys together. To my greatest friends since high school, Katherine and Charlene. I
admire you and I value our friendship. Thank you for your kind words of encouragement all
these years. To my friends Theresinha, Celia, Rosi, Katia, Junior, Marcos and Tania. Without
you, this dissertation study would not have been possible.

A MIXED METHODS APPROACH TO STUDYING RISK PERCEPTIONS AMONG
LATINA PATIENTS IN THE EMERGENCY DEPARTMENT: GENDER ROLES
AND HIV RISK BEHAVIORS

by

JULIANA DE ALMEIDA CARDOSO SMITH, M.A., B.A.

DISSERTATION

Presented to the Faculty of the Graduate School of
The University of Texas at El Paso
in Partial Fulfillment
of the Requirements
for the Degree of

DOCTOR OF PHILOSOPHY

Department of Psychology
THE UNIVERSITY OF TEXAS AT EL PASO
May 2020

Acknowledgements
I would like to thank my dissertation chair and mentor, Dr. Craig Field, for his ongoing
support and mentoring. Without his guidance, this dissertation would not be possible. Dr. Field,
thank you for supporting me in my research endeavors. I would like to thank my committee
members, Dr. Cohn, Dr. Morera, Dr. Heckert and Dr. Shenberger-Trujillo. You are all talented
scholars, mentors, and role models. Thank you for your feedback and support throughout this
project. I have learned so much from you.

v

Abstract
The intersection of race and gender are critical determinants of healthcare experiences.
Women from minority groups face unequal access to healthcare, such as HIV testing;
consequently, leading to worse outcomes in several health conditions compared to Non-Hispanic
White females, including HIV rates. Human Immunodeficiency Virus (HIV) affects an estimated
1.2 million individuals in the United States, disproportionately affecting ethnic minorities.
Latinas are estimated to be four times more likely to be diagnosed with HIV compared to white
females. Despite the availability of HIV testing in Emergency Departments across the United
States, patients may still underreport their HIV risk and have low HIV risk perception, leading to
lower HIV testing utilization. The explanatory sequential mixed methods study aimed to
quantitatively and qualitatively assess HIV risk behaviors, gender roles, and HIV risk perception
of Latinas currently in relationships and admitted to a level-I Emergency Department in the U.S.Mexico border region. Results from the qualitative study (N=8) were used to explain findings
from the quantitative study (N=80). Findings from this study can potentially assist with clinical
recommendations and in the development of culturally sensitive HIV prevention programs, such
as brief interventions, for this population.
Keywords: HIV risk perception, Gender roles, Emergency Department
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Brief Statement of the Problem
Women from minority groups, including Latinas, are at a higher risk for facing additional
barriers for obtaining healthcare access and testing/ treatment utilization in the United States,
compared to Non-Hispanic White females. Human Immunodeficiency Virus (HIV) remains a
public health concern that disproportionately affects Latinas compared to Non-Hispanic White
females, with the majority of Latinas who become HIV positive (approximately 90%) reporting
heterosexual intercourse as the most common mode of transmission.
Even when seeking healthcare and despite the availability of HIV testing in Emergency
Departments across the United States, Latina patients may still underreport their HIV risk. One
possible reason is that adherence to gender roles may be associated with low HIV risk perception
among female patients. Additionally, negative culture specific female gender roles, such as selfsilencing marianismo, and perceived partner’s negative masculine gender roles, such as male
privilege and selfish conduct, may further contribute to decreased HIV risk perception. The
current mixed methods study quantitatively and qualitatively assessed HIV risk behaviors,
gender roles, and HIV risk perception of Latinas admitted to a level-I Emergency Department in
the U.S.-Mexico border region. We first conducted an assessment of the challenges faced by this
population through a quantitative assessment, and then we further explored the issues at hand
with a qualitative assessment The quantitative portion of the study comprised of 80 participants
and investigated whether gender roles, including culture specific gender roles, are significantly
associated with HIV risk perception. The qualitative portion of the study provided insights into
Latinas’ conceptualization of gender roles, their relationship experiences, HIV risk behaviors and
HIV risk perceptions using an intersectional theoretical lens. Results from the quantitative study
indicated that participants’ self-silencing was significantly and positively associated with HIV
1

risk perception. The qualitative study described multiple facets that participants discussed
associated with gender roles. Overall study findings indicate that HIV interventions among
Latinas may benefit from incorporating strategies to better equip Latinas to overcome selfsilencing.

2

Introduction
HIV IN THE UNITED STATES
The U.S. government’s investment in the domestic response to HIV is more than 280
billion dollars annually (HHS, 2019). The lifetime medical costs savings from avoiding an HIV
infection have been estimated to range from 229,800 dollars to 485,000 dollars per individual
(Schackman et al., 2015; Centers for Disease Control and Prevention [CDC], 2019). Even a onetime HIV screening in the general population may also be cost effective related to medical
savings associated with prevention of individuals from becoming HIV positive (Paltiel et al.,
2005; Farnham et al., 1996). Hence, the CDC recommends routine HIV screening in health-care
settings for all adults, aged 13-64, and repeat screening for individuals considered at higher risk,
such as men who have sex with mem (MSM) and bisexual men (CDC, 2019). Nevertheless,
approximately 55% of adults aged 18-64 and 28% of individuals considered at a higher risk have
never been tested for HIV (CDC, 2010). In 2018, there were 1.1 million individuals living with
Human Immunodeficiency Virus (HIV) in the United States and 38,500 new diagnoses each year
(CDC, 2015). Furthermore, 1 in 7 individuals who have HIV are not aware of their HIV status
(CDC, 2019) and an estimated 45% of individuals who are HIV positive reside in the Southern
states and these states account for approximately half of new HIV diagnoses (CDC, 2018).
Several short-term and long-term consequences of HIV may occur if the disease
progresses. Possible consequences may include: decreased immune system, decline in cognitive
capacity, and increased rates of mental illnesses (Hong & Banks, 2015; Canizares et al., 2014;
Nanni et al., 2014; Aljassem et al.,2014; Arseniou et al.,2013). Individuals with late HIV
diagnoses may face several additional complications (Fisher, 2008), such as increased risk
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associated with HIV mobility and mortality, including multiple opportunistic complications
simultaneously (Sabin et al., 2004).
There are also psychological implications to HIV infection which include decreased
quality of life (Olson et al., 2019; Mitchell et al., 2017; Millar et al., 2017; Althoff et al., 2016).
Other aspects of mental health negatively influenced by HIV include increased risk for
depression, anxiety, and dementia (Beer et al., 2019; Chakradhar, 2019; Olivieri-Mui et al.,
2019; Pence et al., 2018). Interestingly, there are also gender differences among HIV positive
patients in several domains related to perceived health-related quality of life, with women
reporting significantly less positive well-being, weaker sense of coherence, and less social
support than men, even when having less advanced progression of the disease (Mrus et al., 2005;
Cederfjall et al., 2001). Additionally, previous research indicates that women with HIV have
decreased hope (Chivate et al., 2017) and increased disclosure concerns, health worries and
poorer sexual functioning, compared to men with HIV (Fekete et al., 2016) Because women with
HIV may disproportionately experience worse perceived quality of life compared to men with
HIV, it is critical to further explore cultural factors associated with HIV risk perception to
potentially increase HIV testing among females.
Although HIV infections have declined between 1990 and 2013, the rate of HIV decline
has leveled off since 2013, suggesting continuous spread in HIV. One of the possible reasons for
this plateau is due to ineffective prevention efforts (CDC, 2019). Previous national HIV
prevention efforts have often neglected the health disparities associated with rates of HIV
diagnoses in minority groups, such as Hispanics/ Latinos (; CDC, 2018; Pellowski et al., 2013).
Latinas/ Hispanic females who are disproportionately affected by HIV compared to their
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Caucasian female counterparts would benefit from increased culturally adapted interventions
(Ruiz-Perez et al., 2017)
HIV PREVENTION EFFORTS: “ENDING THE HIV EPIDEMIC”
In the State of the Union Address on February 2019, President Trump promised to end
HIV transmission by 2030 through national efforts (U.S. Department of Health and Human
Services [HHS], 2020). More specifically, the plan aims to reduce HIV incidence by 75% within
five years and by at least 90% within a decade (HHS, 2020). The plan centers on utilizing several
strategies to improve outcomes within the HIV treatment cascade. These strategies include
increasing earlier diagnoses, earlier treatment access, and adherence to antiretroviral therapy
(ART) for individuals with HIV. Additionally, the plan aims to increase access and utilization to
pre-exposure prophylaxis (PrEP), or medication to reduce the chances of becoming HIV positive
for individuals who are at a higher risk of contracting the virus. Active partnerships at the city,
county, and state levels among organizations and institutions, e.g. emergency departments and
healthcare settings, are key components to successfully achieve the ending the HIV epidemic
plan (Fauci et al., 2019). However, HIV risk perception for individuals who may be at risk and
engage in risk behaviors needs to be improved to achieve the full benefits of these larger scale
strategies.
HIV RATES IN THE U.S. AND THE INTERSECTION OF GENDER AND ETHNICITY
Current trends indicate that HIV diagnoses among women have declined in recent years.
However, HIV continues to affect women. In 2016, an estimated 258,000 women were HIV
positive, accounting for 23% of all individuals with HIV, and more than 7,000 women were
diagnosed with HIV in the U.S. in 2017 (CDC, 2019). In 2015, only approximately 51% of the
women with HIV achieved viral suppression. Hispanic females/ Latinas accounted for 3% of
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new HIV cases, and the primary means of transmission was through heterosexual contact (88%)
(CDC, 2018). In 2016, Hispanic females/ Latinas were four times more likely to become HIV
positive and three times more likely to die from HIV complications compared to Caucasian
females (CDC, 2017). There are several challenges associated with effectively decreasing the
incidence among Latinas. Such challenges include: socioeconomic factors, fear of disclosing
immigration status and possible deportation, not knowing their male partner’s risk factors (e.g.
injection drug use, number of sexual partners), their own risk behaviors (multiple sex partners,
injection use, unprotected sex), lack of sex education, cultural factors (e.g. machismo and
marianismo), and low HIV risk perception (CDC, 2019; CDC, 2013; Zambrana et al., 2004).
Additionally, previous research indicates the importance of relational and cultural context in
developing HIV prevention programs targeted towards Latinas (Kates et al, 2020; Garcia et al.,
2018; Ibanez et al., 2017)
The United States Census Bureau defines Hispanic or Latino ethnicity as being “a person
of Cuban, Mexican, Puerto Rican, South or Central American, or other Spanish culture or origin
regardless of race” (United States Census Bureau, 2019). Individuals of Latino or Hispanic
heritage reached a record 59.9 million in 2018 (United States Census Bureau, 2019) and
increased from 16% to 18% of the total U.S. population between 2008 and 2018 (Pew Research
Center, 2019). Latinos are among the youngest ethnic groups in the U.S. with the fastest
population growth in the Southern region of the U.S., growing 33% from 2008 to 2018, reaching
22.7 million in 2018 (Pew Research Center, 2019). Immigrants from Mexico accounted for
approximately 26.8% of all foreign-born individuals living in the U.S. in 2015 (Pew Research
Center, 2017). Even though Latinos account for 18% of the U.S. population, they are
disproportionately affected by HIV, accounting for 26% of new HIV diagnoses nationally in
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2017 (CDC, 2018) and the highest productivity losses compared to HIV diagnoses in other
ethnicities (Hutchinson et al., 2006). The majority of women who became infected with HIV
reported heterosexual contact as the transmission mode in which they acquired the disease. The
majority of women diagnosed with HIV did not report engaging in risk behavior, potentially
indicating low HIV risk perception (American Foundation for AIDS Research [AmfAR], 2017).
HIV RISK PERCEPTION AMONG HISPANIC FEMALES/ LATINAS
Latinas/ Hispanic females may have low perceived risk for HIV, even though they may
engage in higher sexual risk behaviors, such as having multiple sex partners, having inconsistent
condom use, and consuming drugs and alcohol during sex (Roberts & Kennedy, 2006). Latinas
who report being in love with their partner perceive less risk of contracting HIV for themselves
and their partner (Aguiar & Camargo, 2014). Loreto-Lara and colleagues (2008) found most of
the Latina women in their study had low levels of HIV-related communication with their
partners. Individuals are less likely to use condoms when they perceive their relationships to be
close and intimate, even when not aware of their own or their partner’s HIV status (Campbell et
al., 2016; Exnet et al., 2003; Hirsch et al., 2002; Misovich et al., 1997). Since HIV testing
practices and sexually protective behaviors (e.g. condom use) among Hispanics/ Latinos are
significantly influenced by perceived risk for HIV (Lopez-Quintero et al., 2005; Fernandez et al.,
2003; Sabogal & Catania, 1996), it is critical to better understand how Latinas perceive HIV risk,
especially in a setting (e.g. Emergency Department), where HIV testing is available.
GENDER ROLES AND CULTURAL CONTEXT RELATED TO HIV PERCEPTIONS
Gender roles
Several studies have identified an association between gender roles and increased barriers for
effective HIV prevention efforts (Brody et al., 2014; Jarama et al., 2007; Bowleg et al., 2000),
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including among Latinas/ Hispanic females and African American women. Feminist ideology
has been associated with the promotion of women’s sexual well-being (Schick, Zucker, & BayCheng, 2008). However, there is a gap in the literature of the association of feminist gender roles
and HIV risk perception among Latinas/ Hispanic females.
Culture Specific Gender Roles: Self-Silencing Marianismo and Perceived Partner’s
Negative Machismo
Culture specific gender roles, e.g., machismo and marianismo, have been associated with
increased risk for HIV among Latinas (Ravelo et al., 2019; Sastre et al., 2015; Hernandez et al.,
2012; Moreno, 2007). However, there is still limited research on current culture specific gender
roles in relation to HIV risk behaviors and risk perceptions. More specifically, there is limited
research on how Latinas/ Hispanic females perceive their partner’s negative machismo levels.
Marianismo is primarily attributed to female cultural gender roles among Latinas/
Hispanic females, with both positive (e.g., inner strength) and negative (e.g., self-silencing)
aspects. Rooted in Christianity, marianismo is the belief that women must emulate the Virgin
Mary. At a young age, many Latinas may be socialized to be submissive, pure and chaste,
dependent, agreeable to others’ decisions and self-silencing (Castillo et al., 2010, Upchurch et
al., 2001). Latinas/ Hispanic females who score high on subordination to others and selfsilencing marianismo may be at risk for psychological distress (Ertl et al., 2019; Silva et al.,
2018; Rodriguez et al., 2013). For example, the Silencing the Self Theory (Jack, 1991) holds that
women’s depression is closely related to experiences in close relationships, especially if women
conform to traditional gender roles. Similarly, self-silencing marianismo may also influence HIV
prevention and the experiences of minority women with HIV (Ramirez-Ortiz et al., 2018; BruckSegal et al., 2019). Hence, it is necessary to understand the association between self-silencing
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marianismo and HIV risk perception among Latinas/ Hispanic females who are in a setting in
which HIV testing is available.
Machismo is a multifaceted construct that is used to describe male gender roles in the
Latino/ Hispanic culture. The complexity of machismo is reflected in the current literature
(Arniciega et al, 2008; Gutmann, 2007; Galanti, 2003), such as the existence of positive aspects
(e.g. bravery, honor, and a commitment to family) and negative aspects (e.g. dominance,
aggression, and a sense of privilege). Such complexity is exemplified in Gutmann’s ethnographic
work in which both men and women constantly negotiate and re-negotiate the definitions of what
a man is across multiple settings (Cohen, 1998; Gutmann, 1996). Wentzell (2013) also discusses
the complexities of “compound masculinities” based on her ethnographic work. Wentzell
interviewed 250 men at a urology clinic in Mexico and concluded that men’s definitions of
masculinity may be fluid as men age. Such fluidity includes a range of different elements, such
as cultural, social and physical changes. Furthermore, each man may express his concept of
maleness in a unique manner influenced by cultural behaviors and alternative features of
behaviors (Falicov, 2010; Garfield, 2010; Gutmann, 2003; Brod, 1987). Previous research
indicates that reducing the negative aspects of machismo may lead to more efficient HIV
prevention strategies (Woods et al, 2018; Ferrer et al., 2016; Ibanez et al., 2016). Ravelo and
colleagues (2019) argue that future HIV prevention efforts may benefit from addressing both
marianismo and machismo within the Latinx population, such as the burden associated with high
family responsibility. Hence, increased understanding of perceived partner’s negative machismo
may inform HIV risk perception and HIV prevention strategies for Latina patients.
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THEORETICAL BACKGROUND
Even though there are debates within the feminist perspective field, feminism can be
thought of as “attentive to issues of difference, the questioning of social power, resistance to
scientific oppression, and a commitment for political activism and social justice” (Hesse-Biber et
al., 2004, pg.1) and its goal is to “center on and make problematic women’s diverse situations
and the institutions that frame those situations” (Creswell, 2013). Additionally, feminist research
aims to empower the voices of participants. For example, Anzaldua (1987) uses a feminist
framework to describe the border region not only as a geographic location, but also as a hybrid,
that is, in reference to mixed cultures, in which Latinas must negotiate their identities, such as
their ethnicities. Feminist perspectives have been employed in previous literature to investigate
how to improve women’s HIV risk reduction policies. For instance, researchers have targeted
HIV reduction interventions in African American females using a Black Feminist perspective
(Gentry, Elifson, & Sterk, 2005) and have found that living arrangements should be included in
HIV reduction programs. Given the importance of addressing health disparities for Latinas using
a feminist perspective (Amaro et al., 2001), the study employs a feminist theoretical background.
HYPOTHESES
The primary aim of the current explanatory sequential mixed methods study was to
investigate the effects of gender roles on HIV risk perception among Latina female patients in
the Emergency Department. More specifically, the aims of the study were: 1) to assess the
association of HIV sexual risk behaviors to HIV risk perceptions, 2) to investigate how gender
roles, self-silencing marianismo, and perceived partner’s negative machismo, are associated
with HIV risk perception, 3) to qualitatively describe the perceived characteristics of gender
roles, relationship dynamics, and HIV risk perception through a female perspective.
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To this end, the first effort was to conduct a quantitative assessment of the current
challenges/issues faced by this population. The second effort was to further explore these themes
through a qualitative assessment.
The following hypotheses were tested:
H1: Reported HIV risk behaviors are significantly and positively associated with HIV risk
perception, while controlling for relationship length.
H2: Gender roles are significantly and positively associated with HIV risk perception, while
controlling for HIV risk behaviors and relationship length.
H3: Self-silencing marianismo and perceived partner’s negative machismo are negatively
associated with HIV risk perception, while controlling for HIV risk behaviors, gender roles, and
relationship length.

11

Method
DESIGN
The study employed an explanatory sequential mixed methods design. The quantitative
portion of the research study was conducted prior to the qualitative portion. Mixed methods
design focuses on collecting, analyzing, and combining both quantitative and qualitative data in a
single study or a series of studies (Creswell, 2011). Its purpose is to provide a more in-depth
understanding of phenomena, behaviors, and thoughts, and minimize the weakness of each type
of data. More specifically, an explanatory research design uses qualitative data and analysis to
explain the quantitative results (Creswell & Clark, 2011).
Mixed methods designs have been increasingly utilized in HIV literature within the past
five years (e.g. Fredericksen et al., 2019; Rice et al., 2019). Given the increased interest in
mixed-methods research to address culture and health behaviors, such as the increased use of
“mixed methods” and “multimethods” in projects funded by the National Institutes of Health
(NIH) since 1996 (Creswell et al., 2011) it is critical to integrate participants’ social
constructions of gender roles, risk and protective behaviors to existing measures. Figure 1
illustrates the steps of the current study.

Figure 1. Explanatory Research Design
12

Eligible participants in the Emergency Department completed a voluntary survey (N=80) during
their hospitalization. Among participants who completed the survey, a total of eight participants
(N=8) later completed a voluntary semi-structured interview in a private office. Results from the
qualitative stage were used to explain results from the quantitative stage. Institutional Review
Board (IRB) approval from the University of Texas at El Paso and Compliance approval from
the hospital in which study recruitment occurred were obtained.
QUANTITATIVE STUDY
Participants
Eighty patients (N=80) were recruited from the Emergency Department of a major Level
I Trauma Center located in the U.S.-Mexico Border. According to the American Trauma Society
(ATS), a Level I Trauma Center is “capable of providing total care for every aspect of injuryfrom prevention through rehabilitation” (ATS, n.d.). Among the primary elements attributed to
Level I Trauma Centers are: 24-hour-in-house coverages by trained medical staff in multiple
medical specialties, programs for substance abuse screening and patient intervention, and
organized teaching and research efforts to improve medical care (ATS, n.d.). The recruitment
site is a Level 1 Trauma Center, not-for-profit, community hospital that provides medical care to
the uninsured as well as one of the major teaching hospitals in the region that is well-positioned
to serve a large number of Hispanic/ Latino patients. Given that HIV testing is readily available
in major medical settings in the United States, it is important to understand the reasons in which
HIV tests may be underutilized. One possible reason is that patients may have low HIV risk
perception and therefore do not request HIV testing.
Eighty (N=80) female Hispanic females/Latina patients (Mage= 37.27 years; SD= 12.5;
range 18-61) were recruited from the Emergency Department at a Level I trauma Center for the
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quantitative stage. The majority of participants were born in the United States (82.5%) and were
currently in a relationship (e.g., having a boyfriend) (53.8%). Participants reported relationship
length for all relationship statuses in months (M= 86.01, SD= 115.41) and the majority of
participants (37.5%) reported their partner’s ethnicity as Mexican American. See Table 1 for
further descriptive statistics of participants who completed the quantitative portion of the study.
Patients who completed the survey received a 20-dollar gift card and an informational pamphlet
with HIV information and local resources.
Materials and Procedure
G*Power (Faul, Erdfelder, Lang, & Buchner, 2007) was used to estimate the necessary sample
size for the quantitative portion of the study to detect a medium effect for an R2 increase within a
linear multiple regression fixed model with .80 power. First, to test for an effect size of 0.15 with
a power of .80 for 1 predictor (HIV sexual risk behavior) while controlling for relationship
length, an a-priori power analysis yielded a sample of 55 participants necessary. Second, to test
for an effect size of 0.15 with a power of .80 for 1 predictor (gender roles) while controlling for
HIV risk behaviors and relationship length, an a-priori power analysis yielded a sample of 55
participants necessary. Third, to test for an effect size of 0.15 with a power of .80 for 2 predictors
(self-silencing marianismo and perceived partner’s negative machismo), while controlling for
gender roles, HIV sexual risk behaviors and relationship length, an a-priori power analysis
yielded a sample of 68 participants necessary. To test for an effect size of 0.15 with a power of
.80 for all 5 predictors, an a-priori power analysis yielded a sample of 92 participants necessary.
Recruitment in the Emergency Department lasted from April 2019 to March 2020. There was an
assessment of risk and benefit to conduct additional recruitment and data collection in an
Emergency Department environment during the COVID19 pandemic. Out of caution for all
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involved, data collection was suspended. The researcher followed safety regulations within the
Emergency Department at all times during recruitment, which included the use of an
identification badge and “Foam In/ Foam Out”, or the use of hand sanitizer before entering and
after leaving patients rooms. Furthermore, the researcher also wore a university shirt to reduce
patient’s potential concerns related to law enforcement agencies. During recruitment (See
Appendix A for recruitment chart), the researcher identified female patients aged 18 years or
older who were in private rooms in the Emergency Department for possible research
participation. Patients who were designated as Level I Trauma patients, e.g. serious car accidents
victims, were not approached for study participation due to the severity of their symptoms and
possible life-threatening medical conditions. Additionally, patients who were under custody of
law enforcement agencies, such as Border Patrol and the Police Department, were not
approached. For patients who were not Level I traumas and were not under custody, the
researcher asked medical staff (e.g. nurse, physician) if the patient would be able to provide
informed consent if approached. The researcher then further determined patients’ ability to
provide informed consent by ensuring that patients correctly understood the information on the
consent form. Patients who agreed to voluntarily participate in the study completed the survey
and received a 20-dollar gift card and an information pamphlet about HIV and local resources
(See Appendix B for Pamphlet) Participant’s responses were identified by a self-generated
identification code (Yurek, 2008) (See Appendix C for Self-Generated ID) to ensure anonymity
and confidentiality.
For the purposes of the current study, relationship was defined as currently in a
heterosexual relationship (e.g. having a boyfriend), legally married to a male partner, or in a
domestic partnership with a male partner. Inclusion criteria included the following: female
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gender, self-reported Hispanic/ Latino origin, aged 18 years or older, currently in a heterosexual
relationship, able to read/speak English and able to provide informed consent. Inability to
provide informed consent was attributed to: individuals who experience bipolar disorder or
psychosis, head/ brain injury, diagnoses of schizophrenia or depression, dementia, severe
cognitive impairment, acute risk of suicide, ongoing psychiatric treatment, and intoxication as
shown by BAC (Blood Alcohol Concentration) or AUDIT (Alcohol Use Disorders and
Intoxication Test) scores.
Instruments
Participants completed a survey through QuestionPro using an iPad. The researcher did not
randomize the order of the items. Demographic questionnaire completed by participants included
demographic information such as: age, education attainment, relationship length, and income.
Participants were asked questions related to substance use, their sexual history and demographic
information about their partners (e.g., income, ethnicity, and race). Additionally, the following
scales were completed by participants:
Language Experience and Proficiency Questionnaire (LEAP-Q): Language proficiency in
English was assessed using the LEAP-Q developed by Marian et al., (2007). Higher scores
indicate higher proficiency in English.
Brief HIV Knowledge Questionnaire (HIV-KQ-18): The short version of the HIV-KQ-18 consists
of 18 items and measured HIV knowledge. Developed by Carey & Schroder (2002), the HIVKQ-18 scale has shown strong psychometric properties with strong internal consistency of (α=
.89) and strong test-retest reliability. The scale includes 18 forced choice statements in which the
participant must select either “true”, “false”, or “don’t know”. Correct responses were assigned a
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score of 1. Total scores range from 0 to 18. Higher scores indicated higher HIV-related
knowledge.
The Short Version of the Gender Role Beliefs Scale (GRBS): This 10- item scale was used to
measure gender role beliefs. Item development was guided by feminist theory by the scale
authors, Brown and Gladston (2012). Higher scores are associated with strong feminist beliefs.
The psychometric properties of the scale include strong internal consistency (α= .74) and good
test-retest reliability (r = .86). Item examples include: “Women with children should not work
outside the home if they don't have to financially” and “Women should have as much sexual
freedom as men”
The Machismo Scale: This 31-item scale was used to measure machismo. Developed by Castro and
colleagues (2010), the Machismo Scale measure contains several subscales that explores attitudes
towards: 1) protecting family, 2) expressing emotions, 3) male privilege, 4) caring conduct, 5)
honorable conduct and 6) selfish conduct. The current study included only 2 subscales from the
31-item scale. We calculated a combination of the male privilege and selfish conduct subscales,
since high scores on these two subscales may be associated with high risk behaviors. Higher
scores reflected higher perceived partner’s negative machismo levels. Items include “When it
comes to family decisions, the man’s opinion is always the most important and should never be
questioned” and “Men who can drink a lot of alcohol impress their friends with their strength”
The Marianismo Beliefs Scale (MBS): This 24-item scale was used to measure Marianismo.
Developed by Castillo et al. (2010), the scale items can be divided into five factors: 1) family pillar,
2) virtuous and chaste, 3) subordinate to others, 4) silencing to maintain harmony, and 5) spiritual
pillar. The MBS has demonstrated strong psychometric properties and good internal validity (e.g.,
all factors with an α > .75). Means were calculated for the silencing to maintain harmony and used
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in the analysis, in which higher scores indicate higher self-silencing marianismo. A sample item
includes “A woman should not discuss birth control”
Perceived Risk HIV Scale: Developed by Napper et al. (2012), this 10-item scale was used to
measure perceived risk for HIV. Higher scores indicate of greater HIV risk perception. Response
options were presented in a Likert format ranging from 1 (lowest risk perception) to 4 (higher risk
perception). Overall scores ranged from 10 (lowest HIV risk perception) to 40 (highest HIV
perception). Sample items included “There is a chance, no matter how small, I could get HIV” and
“I think my chances of getting infected with HIV are”.
HIV Risk-Taking Behavior Scale (HRBS): The 11-item short scale assesses two categories of risk
behaviors associated with increased risk for HIV: drug-use and sexual behavior. Developed by
Darke et al. (1990), the item responses are on a 5-point Likert scale. The psychometric properties of
the scale have indicated a Cronbach alpha of .70 and test-retest (r=.86). Higher scores in the sexual
risk subscale indicate higher engagement in risk behaviors. Scores for the sexual behavior subscale
were used to describe participant’s HIV sexual risk behaviors.
Analytic Approach
Descriptive statistics were computed to assessed means and frequencies regarding participant
characteristics. We performed a missing data analyses using SPSS and we conducted reliability
analyses for the subscales by computing Guttman-Cronbach’s alpha (α). Additionally, we
conducted a hierarchical regression using SPSS. The variables were entered in the following
order in the hierarchical regression:
Step 1: We regressed HIV risk perception on HIV risk behaviors. We hypothesized that
HIV risk behaviors would be significantly and positively associated with HIV risk perception,
while controlling for relationship length.
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Step 2: We regressed HIV risk perception on gender roles. We hypothesized that gender
roles would be significantly and positively associated with HIV risk perception, while
controlling for HIV risk behaviors and relationship length.
Step 3: We regressed HIV risk perception on silencing self to maintain harmony and
perceived partner’s negative machismo. We hypothesized that self-silencing marianismo and
perceived partner’s negative machismo each would be significantly and negatively associated
with HIV risk perception, while controlling for HIV risk behaviors, gender roles, and
relationship length.
Results
RELIABILITY ANALYSES
We conducted reliability analyses using SPSS Version 25 (IBM, 2017). Cronbach’s alpha (α)
was used to assess internal consistency of the scales. The reliability for the scales and subscales
of the present study were obtained. For the criterion variable of HIV risk perception, the
Perceived Risk of HIV Scale, the reliability estimate was α= 0.82. The GRBS scaled yielded a
Cronbach’s alpha of α= 0.62. The self-silencing subscale of the Marianismo scale yielded a
Cronbach’s alpha of α= 0.81 and the negative machismo subscale yielded a Cronbach’s alpha of
α= 0.61. The negative machismo subscale was composed of items of the male privilege and
selfish conducting, reflecting participants perceived negative machismo of their partner. The
HRBS sexual risk subscale had poor internal consistency indicated by a Cronbach’s alpha of α=
0.24. Table 4 presents the means, standard deviations, and reliability coefficients of the scales
and subscales obtained in the present study.
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MISSING DATA
Missing data ranged from 7.5% to 11.3% on the criterion and the predictor variables (HIV risk
perception, gender roles, self-silencing marianismo, and negative machismo). We conducted a
Missing Value Analysis (MVA) with an EM method estimation using SPSS to assess whether
data is Missing at Random (MAR) or Missing not at Random (MNAR). We conducted Little’s
Missing Completely at Random (MCAR) Test (Little, 1988) (χ2= 41.664, df= 32, p= .118).
Since Little’s MCAR test was not significant, we determined that the current missing data is
Missing at Random (MAR). Given that is MAR, we decided to proceed with conducting 20 data
imputations for the present analysis. We conducted 20 data imputations based on the
recommendation of Graham and colleagues (2007) for the number of imputations for missing
data.
HIERARCHICAL REGRESSION
We conducted a hierarchical regression to assess the associations of gender roles, self-silencing
marianismo, and perceived partner’s negative machismo to HIV risk perception. (See Table 5 for
pooled estimates of the regression). We inspected collinearity statistics, more specifically
Tolerance and VIF values, for the independent variables that were significantly correlated
(gender roles, self-silencing marianismo, and perceived partner’s machismo). While we could
not completely rule out multicollinearity as a potential issue, we determined that
multicollinearity most likely did not significantly limit our analysis. We conducted a four-stage
hierarchical multiple regression with HIV risk perception as the criterion variable. The covariate,
relationship length, was entered at step one of the regression analysis to control for the potential
impact of relationship length on HIV risk perception. HIV sexual risk behavior was entered in
the second step, while controlling for relationship length. Gender roles were entered in the third
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step, while controlling for relationship length and HIV sexual risk behaviors. Self-silencing
marianismo and perceived partner’s machismo were entered in the fourth step of the analysis,
while controlling for relationship length, HIV sexual risk behaviors, and gender roles.
For the analysis based on pooled estimates in step 1 of the model, the covariate of
relationship length was not significant (β= -.017, SE=.010, p= .101, sr2= .066). For step 2,
relationship length (β= -.017, SE=.010, p=.106, sr2= .065) and HIV sexual risk behaviors (β= .017, SE=.010, p= .662, sr2= .004) did not account for significant variability of HIV risk
perception. For step 3, relationship length (β= -.017, SE=.010, p=.100, sr2= .068), HIV sexual
risk behaviors (β= .097, SE=.208, p=.640, sr2= .004), and gender roles (β= -.028, SE=.065,
p=.671, sr2= .003) did not account for a significant variability of HIV risk perception. However,
for step 4, while HIV sexual risk behaviors (β= -.117, SE=.205, p=.569, sr2= .005), gender roles
(β= -.007, SE=.074, p=.928, sr2= .000), and perceived partner’s negative machismo (β= -.037,
SE=.075, p=.627, sr2= .003) did not account for significant variability of HIV risk perception,
relationship length (β= -.020, SE=.010, p=.047, sr2= .091) and self-silencing marianismo (β=
.349, SE=.134, p=.009, sr2= .094) were significantly associated with HIV risk perception,
explaining 9% and 9.5%, respectively, of the unique variance that the predictor brought to the
model.
The data did not support hypothesis 1 that proposed HIV sexual risk behaviors are
significantly and positively associated with HIV risk perception, after controlling for relationship
length. Additionally, the data did not support hypothesis 2, which proposed that gender roles are
significantly and positively associated with HIV risk perception, after controlling for the impact
of HIV risk behaviors and relationship length. The data also did not support hypothesis 3 that
perceived partner’s negative machismo is significantly and negatively associated with HIV risk
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perception, while controlling for the effects of gender roles, HIV sexual risk behaviors, and
relationship length. The data did support the hypothesis that self-silencing marianismo is
significantly associated with HIV risk perception, while controlling for gender roles, HIV sexual
risk behaviors, and relationship length. However, the data demonstrated the opposite direction of
association in which we had hypothesized: self-silencing marianismo was significantly and
positively associated with HIV risk perception.
Give our findings from the quantitative assessment, we were interested in further
exploring the associations of gender roles and risk behaviors with HIV risk perception. We
especially interested in whether self-silencing and perceived negative male gender roles would
be discussed by participants. Therefore, we conducted individual semi-structure interviews to
better understand Latinas’ perceptions.
Qualitative Study
PARTICIPANTS
Eight participants (Mage= 38.25 years; SD= 13.35; range 23-60) completed an individual
semi-structured interview in a private office located at the University of Texas at El Paso. The
majority of participants were born in the United States (87.5%). Participants reported the length of
their current relationship in months (M=47.29, SD= 47.61; range= 1-108). See Table 2 for
demographic characteristics of participants of the qualitative study. Three participants reported their
partner’s ethnicity as African American and five participants reported their partner as Mexican or
Mexican American. Interviews lasted from 45 to 132 minutes (Mime= 75.25 minutes). The main
difference of the subset of participants who completed both the survey and the qualitative interviews
from those who only completed the quantitative survey was relationship length; participants who
completed the qualitative interviews had on average shorter current relationships. See Table 3 for
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demographic characteristics of participants who completed only the surveys and of participants who
completed both the survey and the interview. There was an assessment of risk and benefit to
conduct additional interviews during the COVID19 pandemic. Out of caution for all involved,
data collection for the qualitative study was suspended
MATERIALS AND PROCEDURE
We employed a social constructivist perspective to conduct an interview using a semistructured interview guide with open-ended probes of how Latinas/ Hispanic females perceive
gender roles and cultural influences. In addition, an intersectional theoretical lens was employed
in the study. We describe the assumptions, paradigm worldview, theoretical lens of the
qualitative portion of the study.
In qualitative research, the researcher is the instrument of data analysis by exploring and
interpreting the meaning of the data (Jacelon & O’Dell, 2005). A qualitative approach describes,
either explicitly or implicitly, the purpose and stages of the research, the role of the researcher,
and the method of data analysis. Examples of qualitative approaches include case studies,
ethnographic studies, grounded theory, narrative research, and phenomenological studies.
Paradigm worldview may be defined as “a general orientation about the world and the nature of
the research a researcher holds” (Creswell, 2009, pg.6). Among the four worldviews are
postpositivism, advocacy/participatory, pragmatism, and constructivism (Creswell, 2009). A
theoretical lens, or framework, provides a particular perspective to examine a topic within
qualitative research.
Phenomenological Assumption
Phenomenological research, considered both a perspective and approach to qualitative
research, attempts to understand individual’s perceptions and experiences of a particular
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situation. Phenomenological data analysis incorporates a reduction methodology based on the
researcher analyses specific statements, themes and its meanings (Creswell, 1998). This
approach allows the researcher to set biases aside and understand how an individual understands
and experiences an event, whether or not it differs from social preconceptions.
Paradigm Worldview
Social constructivism emphasizes the importance of culture and social context in the
understanding and experiences of events as well as how individuals construct knowledge based
on such understanding (Derry, 1999). Therefore, this study assumes that Latinas are perceiving
their HIV risk based on their meaning ascribed to their experiences in the social world. More
importantly, a social constructivist perspective holds key assumptions that: 1) Reality is socially
constructed, 2) Knowledge is intrinsically linked to social interactions and culture, and 3)
Learning is a continuous social process. This interpretative framework is critical in its emphasis
on cultural contexts and therefore, presents itself as an essential perspective to adopt in health
disparities research.
Theoretical Lens for Qualitative Stage
We adopted an intersectional theoretical lens for the qualitative portion of the study.
Intersectionality, or “the relationship among multiple dimensions and modalities of social
relations and subject formations”, demonstrates the complexity that arises when multiple
dimensions of social constructions and behaviors are considered (McCall, 2008). In the current
study, the researcher’s interest was primarily on how women who identify themselves as females
and are of Hispanic/ Latino origin socially construct their perceived relationship experiences and
gender role beliefs and/or gender role adherences. The use of intersectionality is particularly
prominent in women and gender studies research and in feminist approaches. Scholars of color
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(e.g., Moraga and Anzaldúa 1981; Hull et al. 1982) demonstrated the importance of the
intersection of gender and other social identities, such as race, to better understand social
constructions of knowledge, perceptions, and experiences.
The qualitative effort of the study aimed to describe how: 1) Hispanic/ Latino gender
roles may influence HIV Risk Perception, and 2) Latinas perceive Hispanic/ Latino gender roles.
Participants from the quantitative assessment were invited to complete an additional individual
interview in a private office located at the University of Texas at El Paso at a future date after
their hospital admission. Inclusion criteria to participate in the second portion (qualitative
assessment) of the study was to have completed the survey (quantitative assessment) in the
Emergency Department. The researcher called potential participants who demonstrated interest
in completing the interview. Later, the researcher called participants the day before the interview
to confirm and provide parking directions.
Participants were provided with a parking pass on their arrival for the interview. The
researcher administered the informed consent to participants and conducted the interview in a
private office with the doors closed to ensure confidentiality and anonymity of responses.
Participants consented for the interview to be audio recorded in a password-protected recording
device in which only the researcher had access to. Participants’ actual names were never
revealed on the audio recording and the files were saved using the same self-generated ID from
the quantitative stage). The interview guide (See Appendix D for sample interview questions) used
by the researcher contained both close ended and open-ended questions that addressed participants’
perception of gender roles, their perception of their partner’s gender roles, HIV knowledge, and
HIV perception. Example questions included: “Did you ever discuss with your partner your sexual
history and his? How was that experience”, “What do you know about HIV? Where did you first
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learn this information?”, “In your opinion, how are you similar or different to women living in this
region?” and “Describe a time when you thought you were or could have been at risk for getting
HIV”. Participants who completed the interview received a 50-dollar gift card. Transcription was
completed by a private transcription company and the researcher ensured transcription accuracy
by listening to the audio and comparing it to the transcript. The researcher did not find any
discrepancies between the audios and the transcripts.
ANALYTIC APPROACH
The researcher compared each transcript to the audio to ensure quality and accuracy. The
researcher hypothesized key initial codes that would arise from the transcripts. Each code was
tabulated, combined and catalogued into related patterns into sub-themes (Aronson, 1995) by an
iterative process. This facilitates the emergence of patterns for interpretation. Thematic analysis
was utilized to identify emergent patterns, or “themes”. Due to the nature of the present study as
a mixed methods design, we proposed the following a-priori initial codes to identify potential
themes in the data:
Code 1: Power differential: unequal decision-making power within the dyad
Code 2: Tension between partners: sources of conflict that impact the relationship
Code 3: Women’s role: belief of how a woman should act
Code 4: Men’s role: belief of how a man should act
Code 5: Latino/ Hispanic culture: the impact of culture on perceptions and behaviors
Code 6: HIV knowledge: knowledge of HIV transmission and/or health consequences
Code 7: Trust: trust in partner’s behaviors
Code 8: Risk behaviors: either self or partner’s risk behaviors
Code 9: Not at risk: presumed safety from HIV
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Code 10: At risk: presumed risk for HIV
A-priori codes were developed to compare whether qualitative codes would be similar to the
constructs investigated in the quantitative stage. Hypothesized codes included codes associated
with gender roles, cultural factors, trust, and risk perceptions for HIV. There were several
anticipated themes expected to emerge from the thematic analysis. First, differential power
relationships, in which Latinas may not have as much saying as their male partners in sexual
health decisions. Second, El Paso as a main cultural force in gender roles. That is, it is expected
that the border region will be a main factor in adherence to cultural gender roles. Third, a lack of
formal sex education and preventive measures. Fourth, the presumed safety associated with low
perceived HIV risk.
Results from Qualitative Study
FINDINGS
As previously mentioned, we conducted eight interviews that were analyzed. Qualitative analysis
was used to extract themes from the interviews. This approach was used through a combination
of deductive and inductive analysis. Deductive analysis was conducted through the development
off a-priori codes, or references in the interviews of the quantitative measures. Inductive analysis
was conducted through identifying new codes relevant to the current study during the analysis
using Microsoft Excel. We tabulated proposed codes and codes that emerged and were relevant
to the current study. The researcher identified and tabulated the frequency of codes on Microsoft
Excel and included the example of each code. Once the initial coding was completed, focused
coding was conducted and this process provided a total of 180 codes that were retained in
categories related to the variables of interest in the study. The purpose of focused coding was to
search for the most common or significant codes. Additionally, the objective of the focused
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coding was to identify recurrent patterns and multiple layers of meanings and interconnections
among codes. All participants are identified by a pseudo name to protect their anonymity.
Having developed a dictionary of codes and conducted a focused coding related to gender roles
and risk perception and behaviors, we identified several themes emerging from the interviews.
The themes that emerged were the following:
1. The Source of HIV Behaviors: the Self and the Partner (s) Risk Behaviors
2. The Multifaceted Perception of Risk for HIV: I am at Risk or Not at Risk?
3. Sources of Sexual Knowledge: Family, Clinics, and School
4. The Perception of and Adherence to Gender Roles
The themes and codes are summarized in table 6 and described in more detail below.
Themes
The Source of HIV Behaviors: The Self and The Partner(s) Risk Behaviors
All participants (N=8) discussed sex behaviors that they have engaged in or sex behaviors
that their current or previous partner(s) have engaged in. Marta, (aged 27), describes engaging in
unprotected sex with multiple sex partners as shown in the following quote: “Right now, I'm
sleeping with two guys”. Participants also described their past or current partner’s engagement in
sex behaviors with other women, which may have placed them at risk for contracting HIV. For
example, Ana (aged 46), who contracted HIV as a result of her husband’s engagement in
unprotected sex with other women, stated that: “It was the behaviors of my husband on turning
home and cheating and everything who was bringing this disease”. Ana reported it is critical for
her to ensure that her current boyfriend, whom she reports does not engage in sex behaviors with
others, uses protection during intercourse. Only one participant reported drug use in the past.
Jessica (aged 60), who is a former sex worker and a recovering substance use addict, reported
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that: “I started drinking a lot after that happened, like crazy, on top of the heroin”. Jessica
emphasized during the interview the importance of more effective needle sharing prevention
strategies to decrease HIV risk for individuals who inject intravenous drugs, such as heroin.
The Multifaceted Perception of Risk for HIV: I Am at Risk or Not at Risk?
Six participants reported instances in which they perceived themselves to not be at risk
for HIV. Participants mentioned several factors directly associated with their determination of
low perceived risk of HIV for themselves. Among the factors mentioned are: the healthcare
system, a lack of knowledge of their partner’s risk behaviors, and their partners actions. Related
to the healthcare system, Ana’s mention of how an interaction with a physician in Mexico
influenced her to have low perception of HIV risk: ”So when I got a kind of infection on the
female area, genitals, or whatever you can call it, the doctor told me don't worry, this is
something that happens on times when women are sexually active, but it’s nothing to worry
about”. The doctor’s omission of Ana’s increased risk for HIV led her to erroneously have low
HIV risk perception. Marta discusses her rationale for her assessment of her current primary
partner: “He seems like a very introverted guy, like he's not—like we went out and I studied his
personality. He's not very outgoing. He's very introverted. Even if a female were to come at him,
I'd still think that it would take them some time to go to that person sexually, because when I did
it, he was like—he stopped me at all costs” Marta’s statement reflects an emphasis on her
partner’s actions and personality which influenced her low risk perception of HIV.
Six participants discussed how they perceived themselves to be at risk with their previous
or current partners. The primary reason participants provided for having perceived themselves at
risk for HIV at least once in their lives was a lack of certainty of their previous partners’
monogamy. Two of the six participants reported currently perceiving themselves at risk for HIV.
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Carolina (aged 52) reports a fear of getting a sexually transmitted disease or HIV infection from
her boyfriend or any other partner. Carolina states that: “And I wouldn't want to go to meet
another man and start all over again. Like, I don't know, I'm just afraid, you know, getting
disease or infections or—cause I feel at my age, I don't want to get an infection”. She reports
being monogamous but has concerns that her boyfriend may still currently be engaging in
unprotected sex with his wife who he is separated from. Carolina states her fear of acquiring HIV
guides her perception of HIV risk, especially because she has a family member who is HIV
positive and fears for the possible health consequences of the disease.
Sources of Sexual Health Knowledge: Family, Clinics, and School
Three participants mentioned how there is a lack of sexual health information and
education available for women. Jessica admits that she does not have as much knowledge about
sexual health and HIV/AIDS, and that this lack of knowledge permeates amongst Latinas. She
states: “And it’s the lack of knowledge, that they [Latinas] don’t know about these AIDS, that
AIDS, and that there’s help. They really don’t know that there’s help out there.” Four
participants discussed the source in which they learned about sexual health and HIV, even
though their primary source of knowledge provided limited information. The primary sources of
information mentioned were family members, health clinics, and school. Elena (aged 39) and
married stated that: “I think that's more when my mom started talking to us about it [sex and
HIV], you know”. Elena mentions how her mother taught her the importance of safe sex. Ana
discusses how she learned about sexual health in a clinic in which she volunteered after she
acquired HIV. She also mentioned how there were limited opportunities for sexual health
education in Mexico.
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The Perception of and Adherence to Expected Gender Roles
Men’s Gender Roles
All participants described their current views on male gender roles of both within their
relationships and at a social level. The main characteristics attributed to male gender roles
included: men as supportive partners and family members, machismo, male camaraderie and
secretive. Five women described their past or current partners as being supportive within the
relationship. Elena states: “well, he's very patient and he helps me around like when I stay there
overnight with him like we both help each other with housework or washing or kind of like
something’s getting us more together and he sees a difference from me to I guess to his other
woman [wife whom he is separated from].” Examples of support included caring for them during
illness and encouraging them to pursue professional development.
Three participants explicitly mentioned the term “machismo” or described their current
or past partner as “machista” at times. For example, Elena states that “Yeah. I think a little bit
more of like the—they do have their mind sometimes, you know, and I speak as a—not just
mine, you know, but like conversations that I've had with friends that are married that, you
know, some— he still has a little bit of that machista mentality in the sense of like, “Oh well
when I get home, food is already made or the clothes are going to be washed or the kids are
going to be fed at home or whatever.” The primary characteristic mentioned was that there was a
male expectation that the woman will be responsible for house duties (e.g., cleaning the house,
cooking).
Two participants discussed how they have witnessed instances of male camaraderie. Male
camaraderie was explained by both participants as a means of perpetuating social norms. For
example, Ana stated: “So my husband got the pills [for a sexually transmitted disease], and I
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don't know, the doctor spoke with him more openly and freely because the doctor didn't allow
me to be there in the appointment, but the situation was fixed.” Ana’s perception was that her
gender prevented her from having accurate information because both men excluded her from the
conversation. Susana (aged 23) discussed her perception that maladaptive behavior (e.g.,
drinking) may also be encouraged within male groups. Three participants also discussed how, at
times, they attribute being secretive as a male characteristic. For instance, Jessica states that
“That and our culture is like that. You know? Why would I take that, you know? Because they
don’t want to admit to themselves that they’ve been messing around. They don’t want to feel like
they’re messing around. In other words, it’s a secret. I mean, it’s for real”. Jessica describes the
intersection of culture and gender that may promote secrets among relationships.
Women’s Gender Roles
All participants described their perceptions of how women are expected to behave and
how they have behaved within their past and current relationships. The characteristics associated
with women included: being outspoken, silencing themselves, having marriage as a priority,
being independent, and having the family as a priority. Seven women provided examples in
which they voiced their opinions within their past or current relationships, such as advocating for
protection with their partners. Barbara (aged 27) recalled her discussion with her partner of not
removing her intrauterine device (IUD):” I’ll take it out when I want to and either way, if it has
to happen, even if I have it on, I could still get pregnant. I mean, there's no reason why I haven't
gotten pregnant with or without the device so why are you pressuring me?" She felt empowered
to decide when to become pregnant, despite pressure from her family to have children.
Six participants also provided examples in which they felt a need to self-silence at times
within their previous or current relationships. They discussed the hardships of breaking the

32

socialization pattern that encourages self-silencing, especially as it relates to sexual health, of
which some were exposed to as they were growing up. Susana stated that: “You don't talk about
that [sex]; that's inappropriate. You're not going to ask, and you're not going to tell because if
you probably are asking, that means you're out doing something you shouldn't be doing, and then
you start getting in trouble for asking and those types of things.” Some participants, linked selfsilencing to a fear of being shamed for possibly having multiple sex partners.
Three participants discussed how they were socialized from an earlier age to believe on
the priority of getting married. Ana stated that “Your main obligation is buying the fairytale that
you get married and you will live happily ever after and then you don’t need to work”. She
described how as she was growing up in Mexico, her family told her that one of her priorities
should be to get married. Three women described the importance of having independence in their
lives, especially of being able to work. Julia stated that “Because I'm used to doing everything on
my own, like not dependable. Like I guess I feel like I'm a female and we have to do it”.
Participants mentioned that both professional independence and family are important in their
lives. Four women mentioned the importance of family and their children in their lives and how
it impacted their previous or current relationships. Carolina stated that “My family made me stay
until it started affecting my kids. I couldn't do it anymore. I left, and I was at a very young age
when I left my husband, and my kids were babies.” She describes how being a mother was
important to her and affected her decision to remain in an unfaithful marriage for a while. Her
emphasis on being a good mother eventually allowed her to overcome the pressure from her
family against divorcing her husband.
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Discussion
We completed a quantitative assessment to better understand the association of gender roles and
HIV risk perception among Latina/ Hispanic female patients in the Emergency Department.
Additionally, we conducted a qualitative assessment through individual semi-structured
interviews to better understand how Latinas perceive gender roles, sexual risk behaviors, and
HIV risk perception. The key findings of the present study include a significant positive
association between self-silencing marianismo and HIV risk perception and a negative
association between relationship length and HIV risk perception, in the last step of the
hierarchical regression. Furthermore, Latinas described multifaceted gender roles related to
themselves and their previous and current partners and instances of both voicing their opinions
and of self-silencing.
QUANTITATIVE FINDINGS
We found that on average, Latinas who are in longer relationships had significantly lower
scores in HIV risk perception and that self-silencing was significantly and positively associated
with higher HIV risk perception scores. Our findings are consistent with the literature that longer
relationships are associated with decreased risk perception for sexually transmitted infections
and HIV (Mehrotra et al, 2009) and that future studies should address relationship length in
prevention efforts among Latinas/ Hispanic females (Castaneda, 2000). It is interesting that selfsilencing marianismo was significantly and positively associated with HIV risk perception.
Higher scores of self-silencing have previously been associated with higher levels of depression
among women (Cramer, Gallant, & Langlois, 2005; Thompson,Whiffen,& Aube, 2001; Jack,
1991). While research has investigated the association of self-silencing to HIV risk among
midlife and older women (Jacobs & Thomlison, 2009), further research is needed to better
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understand the mechanisms of the effects of self-silencing on HIV risk perception. While
previous research (Bonar et al., 2014) has demonstrated adequate internal consistency of the HIV
Risk Taking Behavior Scale (HRBS), our study found that the internal consistency of the sexual
subscale was inadequate among a sample of Latina/ Hispanic females.
QUALITATIVE FINDINGS
Qualitative findings indicate participants attributed risk behaviors to themselves or it to
their partners. Specifically, risk behaviors attributed to partners consisted of partners from
previous relationships, with one participant reporting her previous partner’s infidelity as the
reason for divorcing him. Risk behaviors engaged by self were having multiple sex partners and
drug use. Participants mentioned almost equally of situations in which they perceived themselves
to be at risk and not at risk. Participants perceived themselves to be at risk for HIV in previous
relationships or during the beginning of their current relationship. Most participants discussed
limited knowledge of sexually transmitted infections and HIV.
In relation to gender roles, most participants described their current partners as being
supportive and few describe negative male gender roles of their previous partners. Three
participants ascribed negative “machista” characteristics to their partners, even though their
partners were not Mexican or Mexican American. Women discussed how preconceived notions
of negative gender roles are diminishing among Mexican American males and how gender roles
are being re-negotiated. Interestingly, women mentioned several instances of voicing their
opinions or of situations of self-silencing, such as feeling uncomfortable discussing their sexual
history or protection with their partners. Women felt more empowered to voice their opinions
and views in their current relationships, compared to their previous relationships.
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QUANTITATIVE AND QUALITATIVE FINDINGS
HIV sexual risk behaviors was not significantly associated with HIV risk perceptions in
the quantitative stage. Similarly, few participants reported engaging in risk behaviors themselves
in their current relationship during the interview. HIV sexual risk behaviors were mostly
explained by their perceptions that their previous partners may have engaged in risk behaviors.
Perceptions of HIV risk were low for current relationships. For the quantitative stage, gender
roles were not significantly associated with HIV risk perception. During the interviews,
participants mentioned empowerment in voicing their opinions at times. Women’s perceptions
of negative machismo characteristics in their partner were not significantly associated with HIV
risk perception. Notably, the issues of machismo and negative characteristics related to male
gender roles arose in the subset of participants who completed in-depth interviews. When
describing their previous partners, women referred to their previous partners as secretive,
unfaithful and related negative characteristics of male gender roles. In contrast, when women
described their current male partners, they referred to more positive characteristics of male
gender roles (e.g., supportive). For women’s gender roles, self-silencing marianismo was
significantly associated with HIV risk perception. More specifically, women described in the
interviews situations in which they did not feel comfortable discussing sexual history and health,
which was further compounded by the perceptions of sexual discussions as taboo among Latinos.
POSITIONALITY AND REFLECTIONS
As a Brazilian-American Latina researcher, I constantly engaged in how my positionality
may have influenced my research focus and trajectory. Feminist theory suggests that one’s life
experiences and personal characteristics (e.g., gender, academic training) can influence questions
investigators seek to answer and their research approach. For example, my experience as a Latina
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graduate student, and marital status can shape the research questions I ask, my approach to
answer them. I constantly reflected on the concept of the “insider-outsider” status, which is
frequently discussed in feminist-based research. The notion of the “insider-outsider” status refers
to the degree to which the researcher is located within or outside the group or population in
which her or she researchers. My insider position as a female, Latina and currently married
facilitated me to develop rapport with participants and to share the discussions of similar
experiences. Participants appeared to feel comfortable discussing previous and current
relationships as well as their sexual history. My outsider position as someone who did not grow
up in the U.S./ Mexico border, is not of Mexican heritage, and does not speak fluent Spanish,
may have led to some participants explaining their views and experiences in greater detail.
LIMITATIONS
There are several limitations to the current study. First, we did not counterbalance the
administration of the measures. Thus, all participants have completed the measure of HIV risk
perception at the end of the survey. Therefore, the measure may have been disproportionately
affected by participant fatigue. Second, the study is underpowered to detect smaller effect sizes
among the variables used. Third, participants may have constituted a biased sample of the
population being studied. For example, participants who consented to the study may have felt
more comfortable completing sex and drug use questions, compared to other patients in the
Emergency Department. Fourth, causal assumptions cannot be made based on the data from the
present study, since it consisted of a one-time assessment.
The recruitment for the study had to be terminated earlier to ensure both the researcher
and patient safety due transmission concerns of the Coronavirus (COVID-19) pandemic.
Additionally, the El Paso Walmart shooting that occurred in August, 2019 in which 22
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individuals were killed, may also have affected participants’ global perceptions of risk. HIV risk
perception was the criterion variable of the study and may have been influenced by an overall
increased risk perception. For example, one participant discussed how she feared for her safety
after the shooting and another participant described her perception of increased discrimination
and violence towards Hispanics/ Latinos. Additionally, the present study may be underpowered
to achieve data saturation in relation to the qualitative study. This may affect the generalizability
of the findings.
CURRENT RECOMMENDATIONS FOR BEST PRACTICES AND FUTURE DIRECTIONS
Based on the findings of the current study, we recommend public health interventions to
expand how risk is conceptualized in ways that go beyond an individual focus to a relational
focus, as risk is produced within relationships, with self-silencing being a piece of that
relationship that may indicate a power differential where an individual not engaging in risk
behaviors may be at risk because of the actions of their current partner or past partners. For
clinical settings, we recommend the following strategies and recommendations for best practices:
the development of materials (e.g. pamphlets) to decrease cognitive distortions associated with
self-silencing among Latina patients and the training of specific skill sets for women to
effectively discuss sexual health with their partners. Furthermore, we recommend increased
awareness among health professionals that Latinas may be at risk of internalizing self-silencing,
which may lead to underreport of several risk behaviors and perceptions, especially as it relates
to sexual risk behaviors. Clinicians may benefit from encouraging a model of empowerment that
associates sexual health discussion with the importance of advocating for self for Latinas.
Based on our current findings, we recommend for future research to develop and evaluate
measures that are of both individual focus and relational focus when assessing sexual risk
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behaviors among this population. Furthermore, future studies are needed to better understand the
mechanisms associated with self-silencing, which is one facet of marianismo, and HIV risk
perception (e.g., mediation and moderation models) among a population of health-seeking
Latinas/ Hispanic females who may have access to HIV testing, yet may underperceive their risk
for HIV. Additionally, future research should also further investigate the association of factors
related to self-silencing (e.g. being a survivor of domestic violence) with HIV risk perception.
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Table 1. Sample Demographics for Quantitative Stage: Frequencies, Means and Standard
Deviations
Demographics
Age

N (%)

M (SD)

80 (100%)

37.27 (12.5)

Country of Birth
Mexico
United States

14 (17.5)
66 (82.5)

Yes
No
Unsure
Did not answer

24 (30)
37 (46.3)
1 (1.3)
18 (22.5)

Less than $10,000
$10,000-$19,999
$20,000-$29,999
$30,000-$39,9999
$40,000-$49,9999
$50,000 or more
Did not answer

27 (33.8)
18 (22.5)
17 (21.3)
6 (7.5)
2 (2.5)
8 (9.9)
2 (2.5)

In a relationship
Legally Married
In a Domestic Partnership
Dating

43 (53.8)
22 (27.5)
8 (10)
7 (8.8)

Health Insurance

Annual Income

Relationship Status

Relationship Length in Months

86.01 (115.41)

Partner’s ethnicity
Mexican
Mexican American
Another Hispanic, Latino, or Spanish
Not of Hispanic Origin
Unknown/ Not Sure

22 (27.5)
30 (37.5)
10 (12.5)
10 (12.5)
5 (6.3)

White
Black or African American
American Indian or Alaska Native
Unknown/ Not sure
Did not answer

51 (63.8)
5 (6.3)
1 (1.3)
12 (15)
11 (13.8)

Partner’s race
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Table 2. Sample Demographics for Qualitative Stage: Frequencies, Means and Standard
Deviations
Demographics
Age

N (%)

M (SD)

8 (100)

38.25 (13.35)

Country of Birth
Mexico
United States

1 (12.5)
7 (87.5)

Yes
No
Did not answer

3 (37.5)
4 (50)
1 (12.5)

Less than $10,000
$10,000-$19,999
$20,000-$29,999
$30,000-$39,9999
$40,000-$49,9999
$50,000 or more
Did not answer

1 (12.5)
1 (12.5)
2 (25)
1 (12.5)
1 (12.5)
1 (12.5)
1 (12.5)

In a relationship
Legally Married
In a Domestic Partnership
Dating

3 (37.5)
1 (12.5)
2 (25)
2 (25)

Health Insurance

Annual Income

Relationship Status

Relationship Length in Months

47.29 (47.61)

Partner’s ethnicity
Mexican American
Not of Hispanic Origin

4 (62.5)
3 (37.5)

White
Black or African American
Unknown/ Not sure
Did not answer

2 (25)
3 (37.5)
2 (25)
1 (12.5)

Partner’s race
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Table 3. Participants who completed only the quantitative (QUAN) survey (N=72) and
participants who completed both the quantitative survey and interview (QUAN +
QUAL) (N=8)
Demographics

N (%) QUAN +
QUAL
8 (100)

N (%)
QUAN
ONLY
72 (100)

Age
Country of Birth

Mexico
United States

1 (12.5)
7 (87.5)

13 (18.1)
59 (81.9)

Health Insurance

Yes
No
Did not answer

3 (37.5)
4 (50)
1 (12.5)

21 (29.2)
33 (45.8)
56 (77.8)

Annual Income

Less than $10,000
$10,000-$19,999
$20,000-$29,999
$30,000-$39,9999
$40,000-$49,9999
$50,000 or more
Did not answer

1 (12.5)
1 (12.5)
2 (25)
1 (12.5)
1 (12.5)
1 (12.5)
1 (12.5)

26 (36.1)
17 (23.6)
15 (20.8)
5 (6.9)
1 (1.4)
7 (9.8)
1 (1.4)

In a relationship
Legally Married
In a Domestic Partnership
Dating

3 (37.5)
1 (12.5)
2 (25)
2 (25)

23 (31.9)
31 (43.1)
7 (9.7)
11 (15.3)

M (SD)
QUAN +
QUAL

M (SD)
QUAN
ONLY

38.25 (13.35)

37.17 (12.5)

47.29 (47.61)

89.95
(120.97)

Relationship Status

Relationship Length in
Months
Partner’s ethnicity
Mexican/ Mexican American
Not of Hispanic Origin

4 (62.5)
3 (37.5)

47 (65.3)
8 (11.3)

White
Black or African American
Unknown/ Not sure
Did not answer

2 (25)
3 (37.5)
2 (25)
1 (12.5)

47 (65.3)
4 (5.6)
10 (13.9)
10 (13.9)

Partner’s race
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Table 4. Summary of Reliabilities, Intercorrelations, Means, and Standard Deviations for Scores
on the GRBS, MBS, Machismo, and PRHS.
Measures
1
2
3
4
5
α
M
SD
1.HRBS
--.238 12.24 3.539
2. GRBS

.008

---

3. MBS

-.172

-.111

---

4.
Machismo
5. PRHS

-.260*

.413**

.297*

---

.003

-.105

.222

-.064

---

.624

37.74

7.322

.808

13.87

6.018

.611

41.04

6.086

.818

18.49

5.187

Note. Correlations, M and SD based on pooled results from multiple imputations. The short
version of the GRBS was used. Items 7-11 from the HRBS were added to create a sexual risk
subscale. Items 16-21 from the MBS were added to create the self-silencing subscale. Items
related to male privilege and selfish conduct (1, 3, 5, 6, 8, 9,10, 11, 12, 13, 17, 18, 23, 25, 31)
were added to create a negative machismo factor. The male privilege and the selfish conduct
subscales had a pooled correlation of .737**
**. Correlation is significant at the 0.01 level (2-tailed)
*. Correlation is significant at the 0.05 level (2-tailed)
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Table 5. Summary of Hierarchical Regression Analysis for Variables Predicting HIV Risk
Perception
Variable
Step 1
Relationship
Length
Step 2
Relationship
Length
HIV risk
behaviors
Step 3
Relationship
Length
HIV risk
behaviors
Gender roles
Step 4
Relationship
Length
HIV risk
behaviors
Gender Roles
Marianismo
Machismo

β

SE(β)

t

sr2

-.017

.010

-1.660

.066

-.017

.010

-1.638

.065

.091

.208

.438

.004

-.017

.010

-1.667

.068

.097

.208

.468

.004

-.028

.065

-.425

.003

-.020

.010

-2.023*

.091

.117

.205

.57

.005

.074
.134
.075

-.091
2.609*
-.487

.000
.094
.003

-.007
.349
-.037
Note: *p<.05, **p<.01
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Table 6. Qualitative Findings
Themes
The source
of HIV
Risk
Behaviors

The
perception
of risk for
HIV

Main
Codes
Risk
behaviors

Main Subcodes

Example

Self

“Right now, I’m sleeping with two guys”

23

Partner’s

“The experience that I had once is when my husband
always tells me that he was doing overtime in his job. I
never know that overtime was not exactly overtime, he
was cheating to me “

15

Not at risk

“I ended up dating these men every time they came into
town. I was paid very good money. I didn’t like it, I
didn’t like being with these men, but I felt safe with
them.”
“Yeah, I knew what I was getting myself into. I knew
that there was a possibility that these guys could have
something.”

17

“So I think that's more when my mom started talking to
us about it [sexual health], you know”
“That clinic brings the [sexual health] knowledge to us
training to bring the same information to young
teenagers”
“Around the same time, they bring the same [sexual
health] information on classes, but the classes are like
integrated secondary school”

4

“He's like he knows how to treat me well. He treats me
well, then, well see, he just acts like a man and
supportive, very patient”
“Because over there in Mexico, the men are more
known to be like the head of the family and like what
they call them—macho, machismo, where it's like
they're supposed to be taking care of the family and

13

Risk
perception

At risk

The
sources of
Sexual
Health
Knowledge

16

Sexual
Health
Knowledge

Family
Clinic

School

The
perception
of
expected
gender
roles or
the
adherence
to gender
roles

Frequency

2

2

Men’s
Roles

Supportive

Machismo
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7

Camaraderie
Secretive

outside, like work and everything, bringing money to
the house, and women are supposed to stay at home.”
“I think they influence each other and they—that's just
a guy thing.”
“Because they don’t want to admit to themselves that
they’ve been messing around. They don’t want to feel
like they’re messing around. In other words, it’s a
secret. I mean, it’s for real”

7
5

Women’s
Roles
Outspoken
Silencing

Marriage as
priority
Independent

Family as
priority

“I feel like if I wanted to tell him something, we'd be
okay about it”
“Well, I think as women, like conversations that we
would have with our friends, some women would not
be comfortable talking with their husbands about.”
“You are going to have marriage and then you will
have kids and you will be too busy to work in your
profession.”
“I guess maybe they [women] were like doing stuff or
they rather just be on their own like not to depend on
nobody.”
“And I'm like, I feel if you love your man, take care of
your man”
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17
16

9

9

8
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Appendix A. Recruitment Chart

Recruitment chart.
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Appendix B. Participant Pamphlet
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Appendix C: Self-generated Identification Codes
Subject-Generated Identification Code (SGIC)
What is the . . .
First letter of mother’s first name? ____________
Number of older brothers (living and deceased)? __________
Number representing the month you were born? __________
First letter of middle name (if none, use X): ____________
Subject-Generated Identification Code: ___________
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Appendix D. Sample Interview Questions
Gender roles:

1) I am interested in your experience as a Latina living in the US/ Mexico border. Can you
tell me more about it?
2) How do you think you should behave in your relationship and towards your partner? Do
you think you behave like that?
3) In your opinion, how are you similar or different to women living in this region?
4) How to you think El Paso influences how women who are in relationships behave?
5) How do you think men should behave?
6) How do you think men should behave towards their partners?
7) How do you think El Paso contributes to how men behave?
8) How do you think your partner behaves like to or different from other men in El Paso?
9) Has your partner ever made you feel uncomfortable because of your gender?
10) Describe an experience talking to your partner about sex.
11) Did you ever discuss with your partner your sexual history and his? How was that
experience.
12) Do you ask your partner to use protection when having intercourse? If not, would feel
comfortable if you ever felt like you needed to?
13) Who do you think should have the power to decide aspects associated with sex in a
relationship? (e.g. use of condoms, frequency of intercourse)

HIV knowledge:
14) What do you know about HIV? Where did you first learn this information?

HIV risk perception:

15) What do you think places Hispanic women at risk for HIV?
16) Describe a time when you thought you were or could have been at risk for getting HIV
17) Was there a time when you thought your partner was at risk for getting HIV? Why?
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18) What do you think are the chances that you or your partner might become infected with
HIV?
19) What are your thoughts about getting tested for HIV?
20) Did you get tested for HIV today? Why or why not?

HIV risk behavior:
21) Describe a time when you had sex and did not use protection.
22) Describe a time when you and your partner talked about protection.
23) Was there a time when you were diagnosed with a sexually transmitted infection?
Describe it.
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